routinely processed histological sections, without such preparation.
Pounder et al4 discuss the various techniques to demonstrate vascular lesions. Bearing in mind that some of these conditions may rely on vascular dynamics and clinicopathological syndromes it is imperative that both clinical and pathological information be combined to arrive at a correct diagnosis.
In conclusion, both surgeons and pathologists should be aware of the possibility of a vascular anomaly of the intestine in patients with fresh rectal bleeding even in the presence of a radiologically demonstrable anatomical abnormality such as diverticular disease, particularly if present in the right hemicolon. Before the trephine biopsy report, the patient was placed on steroids with symptomatic improvement. Following the diagnosis of lymphoma, the patient was staged as IVB and treatment with cyclophosphamide, doxorubicin, vincristine, and prednisolone (CHOP) was instigated. This was followed by further modest symptomatic improvement and discharge. However, one week later the patient was readmitted with night sweats, weakness and malaise. He was given a second course of CHOP and again discharged. Repeat CT scan was not performed after the first and second courses of chemotherapy. There was still no evidence of peripheral lymphadenopathy. Red and white blood cell indices and platelet counts, measured on several occasions, were broadly similar to those on admission. He was readmitted two weeks later with a clinical diagnosis of septicaemic shock. Despite intravenous broad spectrum antibiotics, he deteriorated and died on the day of admission. A necropsy was not performed.
Methods
The bone marrow trephine biopsy was received in 10% neutral buffered formalin and fixed overnight. Plastic 
was not observed, the cellular infiltrate being diffuse with no predilection for paratrabecular aggregation. The initial preferred morphological diagnosis had been metastatic signet-ring adenocarcinoma. However, this was revised following the results of histochemical and immunohistochemical analysis. Using the upgraded Kiel classification, the tumour was finally classified as a high grade centroblastic lymphoma.
The results of special stains were as follows. No intracytoplasmic mucins were identified with the mucicarmine or PAS diastase stains. Tumour cells were negative for Cam 5-2, EMA and S-100. All cell types identified (centroblasts, centrocytes, lymphocytes) showed strong positive staining with LCA and the B cell marker L26 and were negative with the T cell markers UCHLI and CD3. No intracytoplasmic or surface staining could be identified with IgG or IgM, and K and X light chains showed no significant staining.
Ultrastructural examination showed the preservation of cellular detail to be less than perfect. However, the principal cell type showed nuclei with sparse chromatin and one or more prominent nucleoli. Lesser numbers of cells with nuclear identations or grooves were also observed. Most of the cells contained large intracytoplasmic vacuoles, some of which indented and compressed the nucleus imparting a signet-ring appearance (fig 2) . These vacuoles were electron-lucent with no discernable structure. Occasional vacuoles were bound to the membrane. In addition to these vacuoles the cell cytoplasm contained a moderate amount of rough endoplasmic reticulum and sparse numbers of other organelles. There was no evidence of epithelial differentiation such as intercellular adhesion specialisations or microvillous processes. There was no evidence of melanocytic differentiation; melanosomes and premelanosomes were not identified.
Discussion
The first cases of signet-ring cell lymphoma were reported by Kim et approximately 40 cases of signet-ring cell lymphoma have been reported in the literature, the majority involving lymph nodes. Bone marrow involvement appears to be rare, not having been documented prior to the description by Talbot et al. ' The majority of cases of signetring cell lymphoma have been of B cell lineage"A and derived from follicular centre cells.
Most authors have been able to demonstrate intracytoplasmic accumulation of immunoglobulin and have concluded that the signetring appearance is caused by the abnormal production or secretion, or both, of immunoglobulin products. However, several reports of T signet-ring cell lymphoma have appeared in the literature,5-7 mostly exhibiting cutaneous involvement.56 These cases demonstrate that the presence of signet-ring cells within a lymphoma should not be considered proof of B cell origin.
Electron microscopy of several T signet-ring cell lymphomas has revealed giant cytoplasmic vacuoles identical with those reported in B cell types. Clearly, in these T cell lymphomas the signet-ring morphology cannot be explained on the basis of intracytoplasmic immunoglobulin accumulation. It has been postulated that the vacuolated appearance may be a result of abnormal internalisation of surface T antigens or the sequestration ofT antigen containing, Golgi derived, vesicles.7 Such aberrant membrane recycling may be the common denominator of signet-ring formation in both B and T signetring cell lymphomas. The absence of demonstrable intracytoplasmic immunoglobulin by immunohistochemical techniques in the present case, as well as in several previously reported B signet-ring cell lymphomas' could be explained on this basis. A possible alternative explanation for the failure to demonstrate intracytoplasmic immunoglobulin accumulation in the present case is our routine use of a plastic embedding technique to preserve cellular morphology in bone marrow trephine biopsy specimens. With such plastic embedding techniques, antigen preservation may be impaired and negative immunostaining can be difficult to interpret. Strong positive immunostaining of tumour cells, however, was obtained in the present case with CD45 and CD20 antibodies.
The presence of signet-ring cells within a lymphoma does not seem to influence the clinical outcome, the classification and behaviour of these lymphomas being dependent on nuclear morphology. As in the present case, the nuclear features may be best appreciated in those cells which do not have the signet-ring appearance and therefore do not sustain nuclear compression and distortion.
As in the present case, signet-ring cell lymphomas may present in a variety of extranodal sites without evidence of lymphadenopathy, these lesions having been described in a variety analogues has yet to be fully defined. Here, we report a case in which features suggestive of diffuse leiomyomatosis were present in a hysterectomy specimen following administration of goserelin, a GnRH analogue.
Case report A 42 year old woman had been attending the gynaecology clinic for four years with a history of menorrhagia. Examination at initial presentation revealed a small mobile uterus. She was started on a cyclical progestogen but defaulted from follow-up. Two years later, the patient presented with acute urinary retention and was found to have an enlarged uterus with fibroids. She also complained of menorrhagia; endometrial curretage was performed yielding normal secretory endometrium. She was started on a progesterone
